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INTRODUCTION

Morbidity and mortality data have been recorded by health departments for quite some time. However,
before 1981, there was no ongoing attempt to monitor behaviors associated with premature death and
disability. In 1981, the Centers for Disease Control and Prevention (CDC) began assisting states in
conducting such arisk factor survey.

Following point-in-time surveysin 1982 and 1988, lowa began full participationin CDC’ s Behavior al
Risk Factor Surveillance System (BRFSS). ThelowaBehaviora Risk Factor Surveillance System
is an ongoing telephone survey. It isfinancialy and technicaly supported by the CDC.

The BRFSS is designed to collect information on the heath-risk behaviors of residents over the age of
18. It aso monitors the prevaence of these behaviors over time. The risk factors surveyed are major
contributors to illness, disability, and premature degth.

The BRFSS information is used to design, implement, and support public health activities, designed to
reduce the premature death and disability of lowaresidents. Comparable surveillance methods are used
inother states. Thisallowsfor comparisons among states and for the assessment of geographic patterns
of risk-factor prevalence.

The survey consists of three parts: Core questions, optional modules, and state-added questions.  All
dtates that conduct the BRFSS survey must administer the core questionnaire developed by CDC. It
contains questions asked annually and biannualy. CDC aso develops optional module questions, which
can be selected by states. Many states, including lowa, aso administer their own state-added questions
to provide more detailed information about specific issues of interest to the state. These are usualy
topics that are not covered in other parts of the survey.

This report focuses on the data collected during calendar year 1999. The risk factors discussed are
hedlth-care coverage, health status, cigarette smoking, alcohol consumption, body weight, hypertension
and cholesterol awareness, women’s health issues (including screening for breast and cervical cancer),
diabetes, immunization, colorectal cancer screening, dental health, and HIV/AIDS awareness and be-
haviors.

Approximately 300 telephone interviews were conducted each month from January through December
for atotal minimum sample size of 3,600. Telephone numbers were randomly generated by CDC.

Data were weighted to lowa's population by age and gender. This provides estimates of risk-factor
prevaence among adults ages 18 and older. lowa’'s population estimates were derived from the most
currently available census data.

Standard telephone survey procedures were used. I nterviews were conducted throughout the calendar
year to ensure that data were seasonally adjusted.
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(GoALS AND OBJECTIVES OF THE

BRFSS

State public health departments areresponsble for planning, implementing, and evaluat-
ing disease prevention programs. Many of these programs ded with health-risk behavior
modification. Examples of hedth-risk behavior modification programsin lowa are

- Seetbdt legidation

- The Clean Indoor Air Act

- Hedlthy baby campaigns

- Drinking and driving campaigns

One way to assess program effectivenessis to monitor the prevaence of risk factors in the popula
tion. The CDC developed the BRFSS to help states assess hedth risks and monitor trends.

National Goal
To provide data to initiate and guide health promotion and disease prevention.

National Objectives

1. Todetermine state specific prevaences of persond health behaviors reated to the leading
causes of premature degth.

2. Todevelop the capacity of state hedlth departments to conduct credible telephone surveys.

3. Toadvance the understanding that certain hedth-related behaviors are critica indicators of
hedth.
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METHODOLOGY

Questionnair e Design

CDC and BRFSS dtate representatives evauate and modify the BRFSS questionnaire each year.
Discussion of previoudy telephone-tested questions and current BRFSS questions occurs at the an-
nual BRFSS conference.

Participants are also requested to provide demographic information on age, sex, race, marital and
employment status, household income, and educationd level. Participation is random, anonymous,
voluntary, and confidentid.

Sampling Process

In 1999, househol ds were selected randomly using the disproportionate stratified sampling technique
(DSS). This sampling methodology was designed to produce a random sample of lowa telephone
numbers, including unlisted numbers and new subscribers.

The DSS method establishes groups of 100 numbers and divides these groups into two strata based
onwhether thefirg call isresdentid. Ifitis, thissratais sampled a amuch higher ratethaniif it isnot.
There is no set number to be sampled per group, and completed interviews are not thrown ouit.

Approximately 300 interviews are conducted per month. Interviewers make many attemptsto reach
anumber to complete an interview before replacing that number.

One person, 18 years or older and currently residing in the home, israndomly selected to answer the
aurvey. If the person selected is not available, an gppointment is made to complete the interview a
another dete and time. If the person is not available during the interview period, or if the person
refuses to participate, no other member of that household isinterviewed.

The Interview Process

The interviews were conducted during the day, evenings, and weekends with gppointments made as
needed to schedule or complete interviews. The phone calls started the second Wednesday of each
month and continued for seven days or until the necessary interviews were completed. The average
time to complete an interview was 19.8 minutes.

A Computer Aided Telephone Interviewing (CATI) syssem wasadopted. A computer program (CI3)
was used in conjunction with the CATI system to automate the process of data collection.

Data then were edited for accuracy and completeness using the software (PC-Edit) provided by
CDC. After editing, monthly data were submitted to the CDC.

IDPH Promoting and protecting the health of lowans



Advantages and L imitations

Telephone interviews provide a means to conduct affordable surveys to monitor the prevalence of
behaviord risk factors. Telephone interview surveys are much faster to complete than surveys
based on in-person interviews.

In one hour, an experienced telephone interviewer can handle busy numbers, cals not answered,
and refusds to participate, and gill successfully complete one and one-hdf interviews. In contradt,
in one day of in-person interviewing, many miles of travel might be required and few interviews
completed.

Telephone surveys dso have amuch higher response rate than salf-administered surveys conducted
by the mail.

Supervison and adminigtration are smpler for telephone interviews than for in-person interviews.
All cdls can be made from one centrd location, and supervisors can monitor interviewers for quaity
control.

Telephone surveys have one main limitation. Because only about 97 percent of dl lowa households
have telephones, approximately three percent of the population cannot be reached. Persons of low
socioeconomic status are less likely than persons of higher socioeconomic status to own telephones
and are therefore under-sampled. Also, the percentage of households with a telephone varies by
region.

However, prevaence estimates from the BRFSS correspond well with findings from surveys based
on in-person interviews, including studies conducted by the Nationa Center for Hedth Statistics and
the American Heart Association.

Some inaccuracy is expected from any survey that is self-reported. For example, respondents are
known to under-report their weight and inaccuratdly recal dietary habits. The potentid for bias
must aways be kept in mind when interpreting sdf-reported data.

Finaly, andyzing the data by such categories as age, sex, income, and educationd level categories
decreases the sample size of the particular group and the ability to determine Satidticaly sgnificant
differences. Some data may not be reported as significant solely due to small samples. In data
andysis, agenerd ruleistha estimates based upon denominators less than 50 are Setigtically
unreiable. Further, denominators less than 500 should be reported as whole percents.

In addition, some people refuse to answer select questions but choose to complete the mgority of
the questions. Those interviews will sill be used in thefind count for the total sample sze though
they will not be counted on the questions they refused.

IDPH Promoting and protecting the health of lowans



DEMOGRAPHICS OF THE BRFSS

RESPONDENTS

The 3,618 respondents to the 1999 BRFSS included 1,425 maes and 2,193 femaes age 18 years
and older. Thefollowing tables present the distribution of respondents by age, gender, household
income, and education.

DISTRIBUTION BY AGE AND GENDER FOR IOWA SURVEY RESPONDENTS
AGE MALES FEMALES TO

# % # % #

1824 130 91 173 79 303 84
54 243 171 A1 155 34 161
3H44 291 204 430 196 721 199
45A 260 182 370 169 630 174
564 202 142 261 119 463 128

65+ 299 210 618 282 917 54

TOTAL 1425 394 2193 606 3618 100.0

DISTRIBUTION BY INCOME

INCOME #OF TOTAL % OF TOTAL
RESPONDENTS RESPONDENTS
$15,000 415 11.5
$15,000-$24,999 673 18.6
$25,000-$49,999 1,233 34.1
$50,000-$74,999 617 17.0
>=$75,000 345 95
Unknown/Refused 335 9.3
TOTAL 3,618 100.0
EDUCATION #OFTOTAL % OFTOTAL
RESFONDENTS RESFONDENTS
Never Attended Schod 2 01
Heareaay 133 31
SomeHich Sihod 4 56
HichSthod Gad Or GED 1416 1
SomeCGdleea Tednicd Shod 1042 288
Cdlepe Gradlegte 818 26
UrknowReusad 3 01
TOTAL 3618 1000




HEALTH STATUS OF |OWANS

Background

Sdf-ratings of hedth, defined by responses to a single question such as“How is your hedth, in
generd?” are Sgnificant predictors of mortdity.? Additiond studies, which controlled for objective
hedlth status, age, sex, life satisfaction, income, residence, and other factors continue to find the risk
of mortdity two to six times greater for those who had reported earlier that their health was bad or
poor compared to those who had reported their health was excellent.2#

Respondents reporting “fair” and “good” hedth dso show devated risks of mortality in adose
response fashion.® The risk associated with poor sef-rated hedlth was actudly higher than therisks
associated with poor health status assessments by a physician.*#

Health Statusin |lowa

In 1999, 21.1 percent of respondentsreported their health was excellent in general. An-

other 38.2 percent said very good, 28.4 percent reported good hedth, and 12 percent rated their
hedlth asfair or poor. The percentage of maes reporting their health as excellent was 21.0 com-

pared to 21.3 for females.

Self-Reported General Health Status by Age, 1999
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Respondents who were most likely to report having “excdlent” or “very good” hedth included those
between the ages of 25 and 44 with annual incomes between $50,000 and $74,999.

Self-Reported General Health by Income, 1999

O Excellent
Very Good
B Good

O Fair

B Poor

Percent

B Unknown

<$15,000 $15,000- $25,000- $50,000- >=$75,000 Unk/Ref
$24,999 $49,999 $75,000

Income

In answer to the question about how many days during the past 30 daystheir physical health wasnot
good, 65.6 percent of respondents reported none of the days. Approximately 17.6 percent reported
less than five days, and 6.1 percent reported between five and ten days. Ten percent reported more
than 10 days. The mean number of days when physica hedlth was not good during the previous 30
dayswas 2.9 for maesand 3.9 for females.

Days of Poor Physical Health by Age, 1999
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When responding to the question asking how many days during the past 30 days their mental health
was not good, 66.5 percent of the respondents indicated none of the days. Over 16 percent re-
ported less than five days and 8.4 percent reported five to ten days. Eight percent of respondents
said more than ten days.

The age group reporting the lowest percentage of respondents with no days of good menta hedth
during the previous 30 days was that between the ages of 18 and 24 (46.3 percent). The second
lowest percentage of respondents were between the ages of 25 and 34 (55.9 percent). Respondents
aged 65 and older had the grestest percentage reporting no days of good menta health during the
previous 30 days. The mean number of days reported by males and femaes was 2.4 and 3.2 days,
respectively.

Number of Days M ental Health Not Good by Age, 1999
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Comparison with Other States

In 1999, 37 dtates had higher rates than lowain the percentage of respondents reporting afair or
poor health status. The nationa median was 13.1 percent, while lowawas 12.1 percent.

Fifteen of the 50 states plus Puerto Rico had a higher reported mean number of days respondents
reported that their physical hedlth was not good during the previous 30 days. The nationd average
was 2.7 days, with lowa at 2.9 days.

Thirty-one of the 50 states plus Puerto Rico had a higher mean number of reported days during the
previous 30 daysin which the menta hedlth of respondents was not good. The average for the nation
was 2.9, with lowa at 2.8 days.
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HEALTH INSURANCE COVERAGE AND
Access 1O HEALTH CARE

Background

Accurate estimates of the uninsured are difficult to obtain. Much of this difficulty is due to the charac-
terigtics of the population lacking insurance. Examplesinclude working in small companies that do not
provide insurance as employee benefits, being unemployed, and lacking a permanent residence.

As noted in this study, the national median for individuals with no hedth insurance is 12.4 percent.
Now, hedth care cods are escaating at an ever-increasing rete. Thisis especidly true of particular
cogts such as pharmaceuticals. Such increases have a grester impact on people without heglth
insurance and/or those living on fixed incomes.

Medicaid coverage of the non-elderly adult population is more common in the East, South Centrd, and
Pecific regions of the United States than elsewhere. In addition, the percentage of the population
insured through Medicaid varies consderably across the states. The Medicaid rate in New Hampshire
was the lowest at 4.8 percent, while the Digtrict of Columbia had the highest percentage with Medicaid
coverage (19.6 percent). lowahad arate of 7.2 percent of Medicaid coverage compared to 10.9
percent of the United States non-elderly population.*

Health Coveragein lowa

In 1999, 8.8 percent of survey respondents reported they had no health insurance. That includes 10
percent of malesand 7.1 percent of females. Respondents between the ages of 18 and 24 had the
highest percentage without health-care coverage (14.2 percent).

Percentage of lowans Without Health-Care Coverage

by Age, 1999
20
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Respondents who reported lower household incomes were less likely to have hedth insurance. A
total of 18.1% of those with an annua income of less than $15,000 reported no health insurance
coverage compared to only 2.4 percent of respondents who reported an annual income of $75,000
or more.

Of respondents who reported that they did not have hedlth insurance coverage, high school graduates

were less likely to have hedth insurance coverage (40 percent). Only 5.1 percent of college gradu-
ates reported not having health-care coverage.

lowans Unable to See a Doctor by Income, 1999

Unk/Ref
>=$75,000
$50,000-$74,999

Income
$25,000-$49,999

$15,000-$24,999

<$15,000

0 5 10 15 20

Percent

The survey aso as<ea responaents wnemner nere were INSances In wnicn ey couia not arrord to
see a doctor because of cost. Of al respondents, 6.6 percent reported such instances ( 6.4
percent of maes and 6.7 percent of females). Respondents between the ages of 25 and 34 were
most likely to report not being able to afford to see a physician (12.6 percent). Respondents report-
ing a household income of $15,000 or less had the highest percentage of al income groups (16.8
percent) while those reporting an income between $50,000 and $74,999 reported the lowest rate
(1.1 percent).

Over 10 percent of respondents who reported attending some high school had been unableto seea
physician because of cogt, while only 4.4 percent of college graduates reported an incidence.

Sixty-seven percent of respondents reported having aroutine medical checkup during the previous
year, including 80 percent of females and 57.2 percent of males. Respondents over age 65 were
most likely to report having a routine checkup in the previous 12 months (77.5 percent) compared to
those between the ages of 25 and 34 were the least likely to report having a routine checkup (56.3
percent). Seventy-three percent of those reporting anincome of $75,000 or more indicated they
had a routine checkup within the past year compared to only 65.2 percent for those with incomes
from $15,000 to $49,999. L.ittle variation was observed among educationd levels. These percent-
ages ranged from 63.9 to 68.6.

11
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Comparison With Other States

Only four sates had alower percentage of residents without hedlth insurance. Approximately 11
percent of lowa's non-elderly respondents reported not having any insurance. The median percent-
age of uninsured nationwide was 14.5.

BIBLIOGRAPHY FOR HEALTH INSURANCE COVERAGE AND
ACCESSTO HEALTH CARE

1. Winterbottom, C., Liska, D., and Obermaier, K.: Sate-Level Data Book on Health Care.
Access and Financing. The Urban Ingtitute, Washington D.C., 1995, pp. 1-9.
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HEART DISEASE

Background

Heart disease has been the leading cause of death among American adults since 1920. Degths from
heart disease peaked in the mid 1960s, then began to decline. The age-adjusted mortdity rate for
coronary heart disease declined 42 percent between 1963 and 1985.

This resulted from such changes as better medica diagnoss and treatment, and the adoption of
hedthier behaviors, such as non-smoking and blood cholesteral reduction.® In the 1990s, the
declinein heart disease deaths has dowed.*

Reducing heart disease risk requires an integrated strategy that includes:

1) Behavior changes, including weight management; increased physicd activity; no tobacco use;
and alow-fat, low-cholesterol diet with moderatation of sodium, sugar and acohol.

2) Community environmenta support, such as population screening, to identify people with high
levels of blood cholesterol, blood pressure or blood glucose, and other people at risk for heart
disease. Community support aso includes teaching the skills necessary for ahedthier life. One
popular example is the establishment and upkeep of public bicycletrails.

3) Deveopment of public policies that encourage hedthy behaviors, such as smoke-free
worksites.

Preventive measures can reduce heart disease risk, include taking asmall daily dose of aspirin (75
milligrams per day) after age 35; initiating hormone-replacement therapy (especialy estrogen
therapy) a menopause; and increasing dietary folate intake to reduce homocysteine levels. All
clinical gpproachesto cardiovascular risk reduction should be supervised by a physician.?

Heart Disease in | owa

In 1999, 67.3 percent of lowans reported eating fewer high fat or high cholesterol foodsto
lower their risk of heart disease. Estimated percentages in each age group ranged from 78.6
percent in respondents between the ages of 55 and 64 and 54.4 percent for those between 18 and
24 years. Over 74 percent of females compared to 59.6 percent of males reported eating fewer
high fat or high cholesterol foods.

IDPH Promoting and protecting the health of lowans
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Per centage of |owans Eating Fewer Fat or Cholesterol
Caloriesto Lower Their Risk of Developing Heart
Disease, 1999
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Moreover, 36 percent reported their doctor advised them to eat fewer fat and cholesterol
calories. Respondents between the ages of 55 and 64 were most likely to have their doctor
advise them to et less (54.6 percent) compared to only 16.2 percent of those ages 18 to 24.

Similar percentages of maes and females reported being advised to eat less (35.2 percent of maes
vs. 36.8 percent of females).

Per centage of |owans Advised by a Doctor to Consume
Fewer Fat or Cholesterol Calories by Age, 1999
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Approximately 63 percent of lowans are exercising mor e to lower their risk of heart disease or
stroke. Almost 68 percent of those between 55 and 64 and 65+ reported increasing their activity
levels. The lowest percentage of respondents reporting that they exercised more were between 45

and 54 (59.7 percent). Two-thirds of females, compared to 59.3 percent of males, were exercising
more.

IDPH Promoting and protecting the health of lowans




Per centage of lowans Exerasng Moreto Lower Ther
Risk of Heart Disease or Stroke by Age, 1999

1824 s34 B4 4HH 5564 6o+
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Of those surveyed, 42.1 percent reported that their doctor advised them to exer cise more and of
those who were told to exercise more, 57.5 percent of respondents were between the ages of 55 and
64, 51.2 percent ages 65+, 49.9 percent ages 45 to 54, and 40.3 percent ages 35 to 44. These
percentages significantly decreased for those under age 35. Approximately 28.8 percent of respon-
dents between 25 and 34 reported being advised to exercise more and 23 percent of respondents
between 18 and 24 were given Smilar advice. Femaes were more likely to be advised to exercise
more compared to their male counterparts (45.5 percent vs. 38.4 percent).

Per centage of |owans Advised by a Doctor to Exercise More

by Age, 1999
80
. 60
2 10
o
oSN B l
O T T T T T
18-24 25-34 35-44 45-54 55-64 65+
Age Group

Respondents were asked whether they were ever told by a doctor that they had aheart attack.
Approximately 4.3 percent reported yes, while 92.7 percent said no. The mgjority of these respon-
dents were male and over age 65 (12.4 percent). Less than one-percent of respondents under age
45 reported having a heart attack. lowans surveyed a so were asked whether a doctor ever told them
they had coronary heart disease and 4.4 percent said yes. A greater percentage of males than
fema es reported ever being told they have coronary heart disease. A greater percentage of those
over age 65 aso reported having coronary heart disease (13.6) compared to people ages 55

to 64 (7.2).

IDPH Promoting and protecting the health of lowans

15



16

Taking aspirin daily has been recommended as a preventive measure to reduce the risk of heart
disease for people over age 35. Twenty-nine percent of respondents reported taking aspirin daily or
every other day. All respondents using aspirin daily were over age 35. Percentages of use directly
increased with age. Only 11.8 percent of respondents between 35 and 44 reported daily use
compared to 49.2 percent of respondents ages 65 and older. Over 30 percent of males compared
to 27.5 percent of females reported daily or every-other-day use. When asked why they take

aspirin, 76.4 percent said it was to reduce the risk of heart attack, and 68.8 percent said to reduce
therisk of stroke.

Per centage of lowans Ages 35 and Older, Who Take Agpirin
Daily or Every Other Day, 1999

Percent
obB83E3

Age Group
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HiGH BLooD PRESSURE

Background

Average adult American blood pressure levels and the prevaence of high blood pressure declined
between 1976 and 1991. However, since 1993, deaths from coronary heart disease have evened
out, and progressin blood pressure detection, treatment and control has dowed.

High blood pressure is defined as systolic blood pressure thet is greater than or equa to (>) 140
millimeters of mercury (mm hg) and/or diastolic blood pressure > 90 mm hg.

Nearly one-fourth of adults—as many as 50 million Americans—have eevated blood pressure or
take antihypertensve medication.? High blood pressureis most prevaent in older people, African-
Americans, and in people with less education and lower socioeconomic status:! 1n young adulthood
and early middle age, men are more likely to have high blood pressure than women; after that, the
reverseistrue?

Primary prevention of hypertension can be accomplished through two complementary approaches: 1)
adrategy to lower the incidence of high blood pressure in the entire population by lowering individua
blood pressure levels, and 2) atargeted strategy to lower blood pressure among populations a high
risk.

High Blood Pressurein lowa

In 1999, 88.3 percent of survey respondents reported they had their blood pressuretaken by a
health professional within the past year. Approximately 92.1 percent of females and 84.1per-
cent of males had their blood pressure taken during the past 12 months. The age distribution varied
from 83.3 percent for persons between the ages of 35 and 44, and 93.4 percent for those 65 and
over. Interestingly, respondents ages 18 to 24 were the third most frequent to report having their
blood pressure taken during the past year (90.3 percent), followed by those ages 55 to 64 (92.6
percent).

Time Since Last Blood Pressure M easurement, 1999
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Twenty-four percent reported that they were a sometime told they have high blood pressure.
The mgority of respondents were ages 65 and older (47 percent). Significantly more females
reported having high blood pressure than males (56.5 percent vs. 43.5 percent). Lower income
also appeared to be associated with high blood pressure. An estimated 39.4 percent of respon-
dents who had incomes | ess than $15,000 reported ever having high blood pressure, compared to
only 19.1 percent of respondents with an income of $75,000 or more.

| owans Who Have Been Tdd They Have High Blood Pressure

by Age, 1999
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DIABETES

Background

Diabetes rates in the United States are approaching epidemic proportions. More than 10 million
Americans live with the burden of diabetes and another 5 million have the disease and don’t know it.
The number of persons diagnosed with diabetes increased fivefold between 1958 and 1997 at a direct
cost of over $40 billion and an indirect cost of $50 billion annudly, from absenteeism, disability, and
premature death. An darming new trend is the growing number of children and adolescents who are
being diagnosed with type 2 (adult-onset) diabetes. Thisis attributed to overweight and inactivity.

Those a highest risk include older Americans, low-income people, smokers, physicaly inactive people,
those with afamily history of diabetes, and overweight individuals? Hispanic, African American and
Native Americans have asgnificantly higher risk of the disease and its ensuing complications. Preven-
tive measures to avoid or delay onset of the disease include maintaining a recommended weight and
being physcdly active.

The complications of diabetes are severe and include cardiovascular disease, hypertension, rend
disease, blindness, and lower extremity amputations. However, they can be minimized when diabetesis
diagnosed early and the patient is taught to manage the disease through blood glucose control, weight

control, taking medi cations gppropriately, smoking cessation, and being physicdly active.

The Diabetes Control Program in the lowa Department of Public Hedlth provides hedth updates for
professonals on the latest guidelines for diabetes care, collaborates with communities to develop
initiatives on public awareness and prevention of complications, and assists certified programsto
maintain quality standards for outpatient education.

Diabetesin | owa

In 1999, 5.2 percent of respondents had been told by a physician that they have diabetes, exclud-
ing women told only during pregnancy. Among these, 43.6 percent reported being first diagnosed a
age 65 or older, 24.2 percent between ages 55 and 64, 15.5% between 45 and 54, and 13.0 percent
between 35 and 44. Only 2.8 percent were diagnosed between ages 25 and 34 and less than 1 percent
between 18 and 24.

Age at Time of Diabetes Diagnosis, 1999

20
P m
0

18-24 25-34 35-44 45-54 55-64
Age Group

5 8

8

Percent

19



20

Of those ever told by a physician that they have diabetes, 27.1percent reported currently taking
insulin. All respondents ages 18 to 24 reported currently taking insulin, while only 67.4 percent of
those ages 25 to 34 reported using insulin. After age 35, the percentage of respondents who
reported currently taking insulin declined significantly. The lowest percentage was 17.7 in those ages
45 to 54.

Peromtage of |owansWith Diabetes\Who Currently
Useinaulin by Age 1999
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Respondents with higher levels of education reported greater insulin use. The same percentage of
respondents (21 percent) reported current use among those with less than a high school education
or high school degree compared to 46.4 percent of college graduates.

Per centage of |owansWith DiabetesWho Currently UseInsulin
by Education, 1999
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Respondents told by a physician they have diabetes were asked whether they had ever heard of
glycosylated hemoglobin. Over 32 percent answered yesto this question, 61.7 percent answered
no, and 5.7 percent were unsure. When asked how many times they had their glycosylated hemo-

globin checked, 76.7 percent reported between 1 and 20 times and 7.4 percent reported none.
Another 15.9 percent reported they were unsure.

Per centage of lowans Who Have Ever Heard of Gylcodated Hemoglobin
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In addition to having their glycosylated hemoglobin checked, people with diabetes should have their
feet checked for soresand irritations. When asked how many timesthey had their feet checked,
69.6 percent of respondents claimed to have them checked between 1 and 20 times, 27.5 percent
reported none, and 2.9 percent were unsure.

Because persons with digbetes are at high risk of glycoma, regular eye examinations, including pupil
dilation, are important. Respondents were asked when they had their last eye exam in which
their pupilsweredilated Seventy-two percent reported within the last year, 13.3 percent in the
last two years, 8.5 percent two or more years ago, and 4.7 percent never. Approximately 4.7
percent of respondents were unsure.

Per centage of |owans With Diabetes Reporting Time Since

Last Eye Exam in Which Pupils Were Dilated, 1999
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ORAL HEALTH

Background

Despite the fact that denta decay has significantly declined over the past two decadesinthe U.S,, a
disproportionate number of American children continue to suffer with tooth decay and other ora hedlth
conditions! Thisfact ingpired the fird-ever Surgeon Generd’ s Report on Ora Hedth, which identifiesa
“dlent epidemic” of dental and ord diseases, and calls for anationd effort to improve ord hedlth among
Americans? Left untreated, the pain and infection caused by tooth decay can lead to problemsin
edting, spesking, and the ability to learn.® It has been well documented that children from families with
low incomes have five times more untreated tooth decay then children from higher income families*

Studies have aso concluded that for each child without medical insurance, there are dmost three
children without dentd insurance® When trandated, this means that only about 50 percent of white
children, 39 percent of African-American children, and 32 percent of Mexican-American children have
dentd insurance.®

The American Academy of Pediairic Dentistry recommends that professiond intervention begin at
approximately 12 months of age or shortly after the primary teeth begin to erupt. The god of the first
dentd vidt isto assesstherisk for dental disease, initiate a preventive program, provide anticipatory
guidance, and decide on the frequency of subsequent vists.”

Since 1999, the lowa BRFSS survey hasincluded five dental hedlth questions. The purpose of these
guestions was two-fold. One was to determine how frequently lowans use dentad services and the
second was to determine the percentage of lowans claiming to have denta insurance.

Oral Health in lowa

In 1999, 70.3 percent of lowans surveyed reported visiting a dentist within the past year. However,
11.5 percent reported their last dental visit more than 5 years previoudy. Overdl, femaes were more
likely than males to report adentd visit during the previous 12 months (38.3 percent vs. 32.0 percent).
A greater percentage of maes reported their last denta visit more than 5 years previoudy (12.8 vs.
10.4).
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Grester income was related to the likeihood of visting adentist. Eighty-sx percent of people

reporting an income of $75,000 or more reported a denta vist in the last year compared to 49.9
percent of those making less than $15,000.

Dentd Vist Within thePad 12ManthsBy Inaome 199
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during the previous year than mae respondents (76.5 percent vs. 67.0 percent).

Time SncelLag Teeth Cleaning, 1999
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the previous year, and were the grestest percentage having their teeth cleaned 5 or more years
previoudy. Those between the ages of 45 and 54 had the greatest percentage of respondents having
their teeth cleaned during the previousl2 months.
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Time Since Last Teeth Cleaning by Age, 1999
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SuUN EXPOSURE

Background

Exposure to ultraviolet radiation (UV) is an important risk factor for developing al types of skin cancer,
induding mdanoma! The primary source of ultraviolet radiation for most people is sunlight; however,
other sources include tanning lamps and tanning beds.  Sunburns can occur from any type of ultraviolet
exposure. Repeated sunburns damage the skin and can lead to melanoma.  Limiting exposure to the
sun’s ultraviolet rays can significantly lower the risk of developing melanoma and other types of skin
cancer.

The Centers for Disease Control and Prevention(CDC) report that most adults do not protect them-
selves adequatdly by using sunscreen or wearing protective clothing. Contributing to this behavior are
societd perceptions about the attractiveness of having atan.? This attitude needs to change to increase
the use of sunscreen and wearing protective clothing. Additiona efforts need to be directed toward
encouraging people to protect exposed skin during everyday activities, such aswork or outdoor exer-
cise.

Sun Exposurein |owa

In 1999, 45.5 percent of lowans reported having a sunburn in the previous 12 months. Y ounger
respondents were much more likely to report a recent sunburn than older individuas. Over 71 percent
of respondents between the age of 18 and 24 reported a sunburn compared to only 11.7 percent of
persons age 65 and older. Maes were more likely than females to report a sunburn. Only 38.1 percent
of women reported having a sunburn during the previous 12 months compared to 53.6 percent of
males.

lowans Who Reported Having a Sunburn in the Past 12
Months by Age, 1999
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Interestingly, respondents reporting higher incomes and grester educationa attainment were more likely
to report having a sunburn during the previous 12 months.
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lowans Who Have Had a Sunburn in the Past 12 Months
by Income, 1999

>=$75,000

$50,000-$74,999

Income$25,000-$49,999

$15,000-$24,999

<$15,000

50 60
Percent

only one sunburn and 24.9 percent rep(')rted two sunburns. Ovdall, older rapohdents report'ed
fewer sunburns than younger people.

Number of Sunburns During the Past 12 Months

by Gender, 1999
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CHOLESTEROL

Background

High blood cholesterol levels are associated with increased incidence of coronary heart disease.

High cholesterol means a concentration in the blood of greeter than or equa to 240 milligrams per
deciliter (mg/dl). Reducing high levels of blood cholesterol helps to decrease a person’srisk for heart
disease®

For nearly two decades, average cholesterol levelsin the United States have fdlen. Between 1976
and 1993, average adult cholesterol dropped from 213 mg/dl to 203 mg/dl. During the same period,
the proportion of adults with high cholesteral (> 240 mg/dl) dropped subgtantialy, from 27 percent to
19 percent.2

Despite this progress, hdf of the U.S. population has cholesteral levels > 200 mg/dl, defined as
borderline high levels. Activitiesusing two approaches can help lower cholesterol levels:

1) aclinicad approach to identify and treat at-risk people; and
2) apopulation-based drategy to reduce the population’ s average cholesterol level by lowering
individud cholesteral levels.

These approaches complement one another and represent a coordinated strategy for reducing the risk
of coronary heart disease!

Hedthy American adults over age 20 can lower their blood cholesterol levels by adopting alow-fat,
low-cholesteral diet and by having blood cholesterol measured every five years. Each 10 percent
reduction in the U.S. population’s average blood cholesterol level can reduce desaths from coronary
heart disease by 20 percent.

High Blood Cholesterol in lowa

The percentage of lowans reporting ever having their cholester ol checked increased from 69.8
percent in 1998 to 71.4 percent in 1999. More females than males reported having their cholesterol
checked.

The proportion of respondents reporting ever having their cholesterol checked increased with age.
Over 90 percent of respondents between 55 and 64 and 88.2 percent of respondents 65 and over
reported ever having their cholesterol checked.
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Per centage of lowans Ever Having Their Blood

Cholesterol Checked By Age, 1999
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Sixty four percent of respondents reported having their blood cholester ol checked by a health
professional during the previousyear. Similar responses were reported for both males and females.
Respondentsin older age groups were more likely to report having a recent cholesterol test than
younger respondents.

Time Snce Last Cholesterol Check by Gender, 1999
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Of al respondents, 31.4 percent reported ever being told they have high cholesterol. A dightly
higher percentage of maes than femaes have ever been told their cholesterol was high. The mgority of
respondents reporting high cholesterol were in the older age groups. Thisincluded gpproximeately 45.2
percent of respondents between the ages of 55 and 64 and 44.9 percent of those 65 and over.

lowans Ever Told They Had High Cholesterol by Age, 1999
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Comparison With Other States

In 1999, the percentage of 1owa adults who had their blood cholesterol checked (72.9 percent) fell
dightly below the national median (73.6 percent). Nationdly, 30.0 percent of the adult population
had been told their blood cholesterol was high. For lowans, the percentage was 28.1 percent.
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ToBacco UsE

Background

Tobacco use remains the leading preventable cause of death in the United States. Itis responsble
for more than 430,000 deaths each year, or one in every five deaths.! Over $50 billion is spent every
year on direct medical expenditures, and another $50 billion on indirect costs, such aslost work time
from tobacco use?

Tobacco use is known to cause heart disease, periphera vascular disease, chronic lung disease, as
well as cancers of the lung, larynx, esophagus, pharynx, mouth and bladder. In addition, cigarette
smoking contributes to cancer of the pancress, kidney, and cervix.

Consequences of smoking during pregnancy include spontaneous abortions, low birthweight babies,
and sudden infant death syndrome (SIDS).# In addition, environmenta tobacco smoke (ETS)
increases the risk of heart disease and lung cancer in adults. ETS dso affects children by increasing
lower respiratory tract infections and asthma, and by decreasing pulmonary functioning.®

Exposure to ETS is significant. In one study, 87.9 percent of children and adult nonusers of tobacco
had detectable levels of serum cotinine® Every year, exposure to ETS causes an estimated 3,000
nonsmoking Americansto die of lung cancer and causes up to 300,000 children to suffer from lower
respiratory tract infections.”

Public hedlth efforts to reduce tobacco use began after the health risks were announced in the first
surgeon-generd report on tobacco in 1964. Smoking declined from 42.4 percent in 1965, to 24.7
percent in 1997.* However, since 1990, these rates have not continued to decline. Prevalence has
remained congtant for adults, and has increased among high school students (now at a prevaence
rate of 36.5 percent).!

Preventing initiation of tobacco use has become a priority in reducing prevaence since more than 80
percent of current adult tobacco users started smoking cigarettes before the age of 18.2

In the past 20 years, the rate of cigarette smoking has declined for adolescent males, but the use of
smokel ess tobacco, such as chewing tobacco, has increased by 40 percent. In addition, new forms
of tobacco in the United States have grown in popularity among youth, including such formerly exotic
items as bidis, and kreteks. Use of these substances among high school studentsis now at dmost the
same percentage rate as that of smokeless tobacco users (5 to 7 percent.)®

There are large disparities in tobacco use and hedlth outcomes across racid and ethnic groups and
socioeconomic status.t American Indians and Alaska Natives had the highest smoking prevaencein
1998, with black and Southeast Asian men coming in second.!

A dramatic increase in tobacco use worldwide prompted the World Hedlth Organization and the
World Hedlth Assembly to launch globa tobacco control strategies!
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Tobacco Usein | owa

Of al respondents surveyed in 1999, 23.5 percent reported being current smokers. Current
smoking was defined as smoking some days or everyday during the previous 30 days and smoking
at least 100 cigarettesin alifetime. The proportion of current smokers decreased with age. Respon-
dents between ages 18 and 24 reported the greatest percentage of smokers (40.8 percent). Current
smoking percentages for those between 25 and 54 ranged from 25.8 to 28.0. Only 8 percent of
respondents ages 65 and older were current smokers.

Current Smoking by Age, 1999
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Males were more likely to be current smokers than femaes. Over 26.6 percent of males reported
being current smokers compared to 20.6 percent of females.

Respondents with incomes of $75,000 or more were Sgnificantly lesslikdy than lower income
groups to smoke. Lessthan 33 percent of respondent who reported an income of $75,000 or
greater were current smokers compared to 55.3 percent for people reporting an income under

$15,000. Approximately 45.2 percent of respondents with an income between $50,000 and
$74,999 were current smokers.

Current Smoking by Income, 1999
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The mgority of current smokersin each age group reported smoking one pack per day or less.
Overdl, femaes reported smoking fewer cigarettes than maes. Over 35 percent of females com-
pared to 15.2 percent of males currently smoke a half pack or less per day. Approximately 50
percent of females and 61 percent of males smoke haf to one pack per day. Almost two percent of
males and |ess than one percent of femaes smoke more than two packs per day.

Of Those Who Smoke Everyday, Number of Cigarettes
Smoked Per Day by Gender, 1999
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Over 92 percent of current smokers between the ages of 18 and 24 and 87.4 percent of smokers
between the ages of 25 and 34 reported smoking one pack or less per day. Although respondents
ranging in age from 45 to 54 had the lowest percentage of current smokers using one pack or less
per day, they reported the greatest percentage smoking one to two packs per day. People ages 65
and older reported the highest percentage of current smokers using more than two packs per day.

Of Those Who Smoke Everyday, Percentage Who Quit for at L east

One Day During the Past Year by Age, 1999
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Almost 52 percent of lowa respondents quit smoking for a day or more during the past year.
An equa percentage of males and females quit for at least one day. Y ounger respondents were
more likely to report trying to quit during the previous year. Close to 72.8 percent of people sur-
veyed between 18 and 24 reported trying to quit compared to 41.3 percent of persons age 65 and
older. Respondents between the ages of 45 and 54 were least likely to report trying to quit. Only
38.4 percent reported quitting for aday or more during the past year.
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PROBLEM GAMBLING

Background

Thelowa Gambling Treatment Program in the lowa Department of Public Hedlth provides
education, referral, and counseling for people affected directly or indirectly by problem gambling.
The program receives money from the gambling trestment fund, which gets 0.3 percent of gross
lottery revenue, the adjusted gross recel pts from riverboat casinos, and the adjusted gross receipts
from casino games a racetracks. An advisory committee provides advice and guidance on pro-
gram diructure and services.

A 1-800-BETS OFF helpline assists cdlers in accessing treatment and education from providers
throughout the stlate. Gamblers and concerned persons receive counseling. The
www.1800betsoff.org webste provides Internet users with information on the program and prob-

lem gambling.

Training by experts on problem gambling are held over the lowa Communications Network.
Sessonsreach avariety of interested people, including counsdlors, clergy, human resource person-
nel, menta hedth clinicians, socid workers, and hedth-care professonas. Statewide multi-media
messages educate people about problem gambling and its effects on gamblers, family members, and
friends. A resource library and clearinghouse distributes problem gambling videotapes, brochures,
curriculum guides, and other materids.

In 2001, lowa gambling activitiesinclude bingo; raffles; limited socid betting and lottery games.
The state also has 10 riverboat casinos and three Indian casinos with table games, dot machines,
and video poker, blackjack, and keno; and three pari-mutuel racetracks with dot machines and
amulcast wagering. The lowa Racing and Gaming Commission and the lowa Lottery address
problem gambling, stay informed on the issue, and cooperate with the lowa Gambling Trestment
Program.

Starting in 1997, three gambling questions were included in the BRFSS survey. The questions were:
“Have you gambled in the last 12 months?” “Has the money you spent gambling led to financid

problems?” and “Has the time you spent gambling led to problems in your family, work, or persona
life?’

Gambling in lowa

In lowa, 33.3 percent of respondents reported they had gambled in the previous 12 months
while 62.8 percent said they had not.  Almost 4 percent of respondents refused to answer this
question. The age didtribution of respondents showed that the prevaence of gambling was amost
evenly distributed among age groups. The highest prevaence was among those ages 18 to 24
(38.6 percent) followed by 37.4 percent of respondents ages 55 to 64. The lowest percentage of
gambling during the past year was reported for those ages 65 and older.
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Per centage of Respondents Who Reported
Gambling During the Past Year by Age, 1999
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Of respondents who reported gambling during the past year, respondents employed for wages
(60.5 percent) and retired people (15.0 percent) were more likely to gamble than others. People
with an annua income of $50,000 to $74,999 were the most likely to report gambling, compared to
other respondents (39.2 percent). Respondents with incomes under $15,000 were the least likely
to report gambling during the past year (22.5 percent). Findly, maes (40.0 percent) were more
likely to gamble than their femae (27.2 percent) counterparts.

Per cent of Respondents Who Reported Gambling During the
Past 12 Months by Income
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In 1999, 98.8 per cent of respondents said the money they spent gambling had not led to
financial problems, while only 1.2 percent of the respondents said it did. Approximately 3.8
percent of respondents refused to answer these questions. Among those who reported gambling
last year, 55.8 percent of respondents with incomes between $25,000 and $49,999 reported
gambling leading to financid problems, followed by 27.3 percent of those with incomes between
$50,000 and $74,999, and 16.9 percent of those with incomes less than $15,000.

There are limitations in sdf-reported data. Vdidity of the survey results depends on the accuracy of
responses by the participants. They must have correctly understood the definition of problem
gambling and that it includes only those who sought help from a hedlth professond.
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MAMMOGRAPHY

Background

In 1999, the lowa Cancer Registry estimated that 2,000 new cases of breast cancer were expected
among women in lowa. That makes breast cancer the most common cancer among |owa women.
Another 470 lowawomen are estimated to die from breast cancer, which accounts for 16 percent of
al cancer desths among lowa women.® Data for 1994 through 1996 indicate that two-thirds of al
female breast cancer deaths in lowa occurred among women age 65 and older.

On average, awoman'slifetime risk of developing breast cancer is1in 8. Secondary prevention
drategies, involving early detection with subsequent diagnosis and trestment, are the best methods for
subgtantialy reducing breast cancer mortdlity.

Regular mammography with aclinica breast examination (CBE) is the mogt effective method for
discovering atumor at an early stage (in situ and/or localized). If dl women 50 to 74 years of age
complied with screening recommendations, up to 39 percent of breast cancer mortdity could be
avoided.®

The American Cancer Society (ACS) recommends monthly breast self-examination for al women.
Women ages 20 to 39 should dso have a CBE by a hedlth-care professional every three years.
Women 40 and older should have both a mammogram and a CBE every year.* (Note: The effective-
ness of screening women under 50 years of age is ill being debated.®) It is recommended that
women 50 years of age and older without symptoms have a mammogram every year.®

In 1987, despite the known advantages of early breast-cancer detection from mammography, 64
percent of women aged 40 and older had never had aclinica breast exam and mammography.”
Fortunatdly, this number has decreased significantly in the years following 1987. In 1994 only 10.1
percent had not received a clinica breast examinations and 20.4 percent had not had a mammo-
gram.2 This positive trend continues in recent years as programs that target under-screened
populations have expanded.

The two reasons women cite most often for not having a mammogram are that they did not know they
needed to have one and that their doctor did not recommend it.! Barriers mentioned by physiciansto
having mammograms include high cogt, abelief that the examinations are unnecessary, and a concern
about the risk of radiation exposure? Other factors associated with barriers to mammography include
low income, Hispanic ethnicity, low educationd attainment, age greater than 65, and resdencein a
rurd area’®

Mammogr aphy in | owa

Ninety percent of women surveyed reported they have had a clinical breast examination by a
physician. The greatest percentage was reported by women between the ages of 40 and 49.
Women 70 years and older reported the lowest percentage of women ever having aclinical

breast exam.
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Percentage of Women Reporting Ever Having a Clinical
Breast Exam by Age, 1999
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Education aso gppeared to be directly related to the likelihood of ever having a clinica breast exam.
Ninety-sx percent of college graduates reported having an exam compared to 89.8 percent of high
school graduates and 80.2 percent of those who never completed high schoal.

Over 97 percent of women reporting a household income between $50,000 and $74,999 had a
breast exam compared to only 76.1 percent of women with an income of less than $10,000.

Per centage of Women Reporting Ever Having a Clinical
Breast Exam by Income, 1999
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Mammograms are recommended for all women ages 40 and older. Almost 85 percent of al lowa
respondents aged 40 and older reported ever having amammogram. The highest percentage was
reported for women between the ages of 60 and 69. This percentage significantly decreases after age
70.

Thelikelihood of ever having a mammogram was reated to both income and education. Respondents
reporting an income over $75,000 or having a college degree had the grestest percentage of women

getting mammograms.
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Percentage of Women Reporting Ever Having a Mammogram,
Ages 40 and Older by Income, 1999
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Comparison With Other States

lowaranked 28" of al 50 states in the percentage of women 40 and over who had ever had a
mammogram. The national median was 86.2 percent, while lowa reported 86.1 percent of adult
women in this category having had a mammogram. The nationa median percentage of women over
50 who had amammogram in the last two years was 75.8 percent, lowa reported 74.5 percent.
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Papr SMEARS

Background

One hundred and twenty to 150 lowa women were diagnosed with cervical cancer annually during
thepast 10 years. Of those, 40 to 45 die each year.® Although 90 percent of women with locd-
ized cervical cancer survive after five years, only about 40 percent of those diagnosed with ad-
vanced disease do so.

Although dl sexudly active women are at risk for cervical cancer, the disease is more common
among women of low socioeconomic gatus, those with a history of multiple sexud partners and
those who began having sexud intercourse at an early age341°

The principa screening test for cervica cancer is the Papanicolaou (Pap) smear. Early detection
through Pap smears can dramatically lower the incidence of invasive disease and can nearly dimi-
nate deaths from cervica cancer.t2°

It has been suggested that Pap smear programs need to reach more older, high-risk women to be
maximaly effective in decreasing the morbidity and mortdity of cervical cancer.®

Educational programs need to target unscreened women who don't get tested because they don’t
redlize itsimportance, continudly put off having it done, or women whose medical care provider
does not suggest the procedure.

The American Cancer Society recommends annua Pap tests starting at age 18 or with the onset of
sexud activity. At the discretion of the woman's physician, less frequent exams may be necessary
after three consecutive norma exams.

Pap Smearsin lowa

Ninety-four percent of female respondents reported ever having a Pap Smear test. Over 93
percent of women who ever had a Pap smear reported having it as part of their routine checkup.
Reported rates ranged from 85.7 percent for women over 70 to 98.3 percent for women between
the ages of 50 and 59.

Per centage of Women Reporting Ever Having a Pap Smear by
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Smadl differences were observed among women reporting various income levels. Those with less
than a high school education were lesslikdly to ever have a Pap smear than women reporting
higher educationd levels. Approximately 83 percent of women with some high school education
reported ever having a Pap smear compared to 95.4 percent of those with a high school degree.

When asked why their last Pap smear was done, 93.5 percent of the respondents reported it
was part of aroutine exam. The greatest percentage of women reporting having their last Pap
Smear as part of aroutine exam were ages 65 and older (3.5 percent). Approximately 6.4
percent reported having a current or previous problem as the reason for their Pap smear.
Respondents between the ages of 18 and 39 were most likely to respond that their last Pap
smear was done to check a current or previous problem (8.8 percent).

Although many respondents reported having aPgp smear a onetimein ther lives, about 15
percent reported that they had their last Pap smear more than three years ago.

Time Since Last Pap Smear Test, 1999
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To separate respondents not at risk for uterine cancer, respondents were asked if they had a
hysterectomy (removal of the uterus). About 21.3 percent of women surveyed in 1999 re-
sponded “yes.” The largest percentage of respondents were ages 60-64 (44.7 percent) and
ages 65+ (44.0 percent).

Comparison With Other States

The national median for women who had ever had a Pap smear was 95.1 percent, compared to
93.3 percent in lowa. A smilar percentage of women reporting a Pap smear during the past three
years was observed. lowa s was 85.3 percent compared to the national median of 86.2%.
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CoLORECTAL CANCER SCREENING——

Background

Colorectal cancer (cancer of the colon and rectum) is the second leading cause of cancer-related
death in the United States.! The American Cancer Society estimates that in 2001, 135,400 people
will be diagnosed with colorecta cancer and 56,700 will die of the disease.

Although the exact causes of colorectal cancer are unknown, it appears to be caused by both inherited
and lifestyle factors. Genetics may determine a person’s susceptibility to the disease, while lifestyle
factors, such asdietshighin fat and low in fruit and vegetables, smoking, or sedentary lifestyle, may
determine which at-risk persons actualy go on to develop colorectal cancer.?

Approximately 25 percent of the U.S. population is considered to be at risk for the disease? Risk
factorsinclude:
- Age — Colorecta cancer ismost common in persons 50 years and older and the risk increases
with age.
Family Higory —Those who have family members diagnosed with colorecta cancer or polyps
are a high risk for the disease
Persona History — Persons who have inflammatory bowel diseases are at increased risk.
Race — African Americans are more likely than whites to be diagnosed at a more advanced
disease stage and have lower surviva rates.

Prevention and early detection, through screening, are the keys to reducing desths from colorecta
cancer. The diseaseis preventable if precancerous polyps are detected and removed. And if
colorectd cancer isfound and treated early enough, a person has a 90 percent chance of survival.?

More than 33 percent of deaths from colorecta cancer could be avoided if people over the age of 50
had regular screening.® Two tests have been shown to be beneficia in screening for the disease:

Fecal occult blood test (FOBT) isachemica test for blood in a ool sample. A U.S. study
showed a 33 percent reduction in colorecta cancer deaths among participants who were
offered annud screening by FOBT.®

Flexible sgnmoidoscopy can detect about 65-75 percent of polyps and 40 —65 percent of
colorectd cancers.t This screening procedure uses an instrument to visudly inspect the wall of
the rectum and part of the colon.

Strong scientific evidence shows that when people have either FOBT once a year or flexible sgmoido-
scopy every five years, they are lesslikely to die from colorecta cancer. Two other screening tests,
colonoscopy or double-contrast barium enema, are still being evaluated as screening tools.®

Colorectal Cancer Screeningin lowa

In 1999, 38.5 percent of respondents reported ever using a home blood-stool testing kit. Use of
the kit increased with age.
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Per centage of lowans, Ages 35 and Older, Ever Having a Blood Stodl Test
UsngaHomeKit, 1999
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Females reported a higher percentage of use than males. Over 45 percent of females but only 30.7
percent of males reported ever using a home blood stoal kit. Interestingly, those with lower incomes

were more likely to report such use compared to those with higher incomes. Education did not
appear to be related.

Of respondents who reported ever using a home-blood stool kit, 45.4 percent of respondents
reported having the test within the last year. Another 18.7 percent reported using the test one or two
years ago.

Time Since Last Home Stool Blood Test for | owans,
Ages 35 and Older, 1999
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Approximately 35.2 percent of respondents reported ever having a sigmoidoscopy or
colonoscopy screening test. Greater percentages were reported for older respondents. Although
only 11.1 percent of people between the ages of 35 and 44 reported ever having this test, over 50
percent of those 65 and older reported ever having it. Overdl, femaes were more likely than malesto
have thistest. No association with income or education was observed.

lowans Reporting Ever Having Sigmoidoscopy/Colonoscopy,
Ages 35 and Older, 1999
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When respondents were asked how long it had been since their last exam, 27.3 percent reported
within the last year, 18.9 percent reported one to two years, 20.4 percent reported two to three
years, and 32.6 percent reported three to five years.
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A higher percentage of males than females reported more recent testing. No trends were observed
based on reported income; however, people with some high school or less were more likely to report
asigmoidoscopy or colonoscopy within the last yesar.

Time Since Last Sigmoidoscopy/Colonoscopy for 1owans, Ages 35
and Older by Gender, 1999
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HIV/AIDs

Background

Asof June 1999, 711,344 Americans had been diagnosed with AIDS. At least 420,201 of them have
died. New cases of AIDS decreased 18 percent between 1996 and 1997. From 1997 to 1998, the
incidence of AIDS decreased by only 11 percent, suggesting that the decrease in AIDS incidence is
dowing.

A dowing in the decrease of AIDS is pardlded by adowing in the decrease in the number of AIDS
deaths. Deaths decreased 42 percent from 1996 to 1997, but by only 20 percent from 1997 to 1998.

The number of personsliving with AIDS continuesto increase. At the end of 1997, 269,777 persons
in the United States were living with AIDS. By the end of 1998, 297,137 persons were living with
AIDS, a 10 percent increase. Since reporting began, 1,196 cases of AIDS have been reported in
lowa through December 31, 1999.

The decreases in AIDS incidence and the number of AIDS desths, first noted in 1996, are thought to
be the result of new treetments. Although a substantia decline in AIDS incidence continues, the
dowing rate of the decline may indicate that much of the benefit of new thergpies has been redized.

Many of the new diagnoses are occurring among African-Americans, women, and people infected
heterosexudly, with an increase observed among Hispanics. These data must be used to assure
targeted prevention for those in greatest need, with a primary focus on young African-American and
Hispanic men and women at risk through sexud and drug-related behaviors.

In lowa, black, non-Hispanic people congtitute only 1.7 percent of the population, but account for 10
percent of dl lowa AIDS cases. The Higpanic population in lowais 1.2 percent, but Hispanic AIDS
cases are now at 3 percent.

Estimates suggest that 650,000 to 900,000 Americans are now living with HIV, and at least 40,000
new infections occur each year. HIV infection, the precursor to AIDS, is the leading cause of death
among people 25 to 44 yearsold. It accounts for 19 percent of deaths from al causesin thisage
group inthe U.S. AIDS isthe tenth leading cause of years of potentid life lost before the age of 65 in
the United States.

In light of recent advancesin HIV diagnostics and thergpeutics, the lifetime cogts of health care associ-
ated with HIV have grown from $55,000 to $155,000 or more per person. This representsthe
amount saved by preventing just one case of HIV.
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AIDSin lowa

When survey respondents were asked in what grade AIDS education should start, 61.6 percent said
firg to fifth grade and 27.8 percent said grade sixth through eighth.  Other responses included 8.7
percent in kindergarten and 2.6 percent between ninth and twelfth grades.

Appropriate Grade to Begin HIV and AIDS Education,
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Respondents were asked whether they would encour age their sexually active teenager to use
a condom. Eighty-nine percent said yes, 1.3 percent said no, and 6.2 percent said they would give
other advice. Y ounger respondents were more likely than older respondent to report they would
encourage a sexually active teen to use acondom. Approximately 93.4 percent of those between
18 and 24 years old responded affirmatively compared to 81.4 percent of respondents ages 65 and
older.

Respondents between the ages of 18 and 64 were asked about their chances of getting infected
with HIV. Of dl respondents, 2.3 percent reported being at high risk, 5.2 percent medium risk,
28.1 percent low risk, and 62.4 percent reported having no risk. The percentage of respondents
reporting no risk increased by age, ranging from 48.5 percent between ages 18 and 24 and 75.4
percent between ages 55 and 64.

Over 32.5 percent of respondents reported ever being tested for HI'V, with the largest propor-
tion of respondents between the ages of 25 and 34. Only 16.2 percent of those between 55 and 64
reported ever being tested. Almost 35 percent of males, compared to 30.4 percent of females, had
been tested.

Per centage of lowans Reporting Ever Being Tested for HIV by
Age and Gender, 1999
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When asked to give the main reason for their last HI'V blood test, respondents
gave the following answers:

REASON PERCENT

Immigration 19

At risk for HIV 16
Referred by doctor 1.0
Blood donation process 1.0
Occupationa exposure 4.0
llIness 39
Employment 55

To apply for amarriage license 14
Hedlth insurance 29
Military induction 58
Hospitalization 31
Routine checkup 9.2
Other 27
Lifeinsurance 149
Pregnancy test 124
To seeif infected 289
Unknown and/or Refused 0.2

Each of the respondents who indicated they had received an AIDS blood test was asked the
place where the test was administered. Respondents gave the following answers.

LOCATION OF LAST

HIV TEST

PERCENT
AIDSclinic or test site 0.8
Immiaration Site 0.7
Blood bank, plasma center, or Red Cross 0.5
Other 3.7
Companv/industrv clinic 34
Other nublic clinic 14
Prenatal Clinic 19
Community hedth clinic 71
Insurance company clinic 3.6
Hedlth department 75
Familv plannina clinic 2.6
Military site 5.9
At home, nurse, or health worker 10.7
Hospital, emeraency room, or outpatient clinic 19.3
Inijail or prison 0.1
STD dlinic 0.3
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Respondents who had an HIV blood test were asked whether they received the results. Almost 87
percent reported receiving the results, while 12.3 percent did not. One percent was unsure. Of
respondents who received the results, only 35.2 percent indicated they received counsling.

Comparison With Other States

The percentage of 1owa respondents who said they would encourage a sexudly active teenager to
use condoms was higher (92.3 percent) than the nationwide median (89.7 percent). In addition,
lowa had alower percentage of respondents not ever having their blood tested for AIDS. A tota
of 66.1 percent of lowa respondents reported they were never tested for HIV, compared to 57.1
percent of respondents nationwide.
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QUALITY OF LIFE AND
DISABILITY

Background

Qudity of lifeisaperson’s satisfaction or happiness with life in areas he or she considers important.*
Qudlity of lifeis dso known aslife stisfaction, subjective well being, overdl qudity of life, or globd
qudity of life. 1tisabroad concept that includes many dimensions of life that contribute to its richness,
pleasure, and pain. One such dimenson is hedth (physical and mentd well-being).r But many other
aress play arole, such asrdationships, socid, community and civic activities; persond development;
fulfillment; and recreetion. *

On€e s assessment of qudity of life involves considerations of both how important a particular area of
life isfor that person, and how satisfied the person iswithit. Mogt of the questions asked in this
survey involved just the latter consideration, but are related to concepts that are generaly important to
most people.

The World Hedth Organization’s International Classification of Impairments, Disabilities, and
Handicaps, defines disability as* any redriction (resulting from an impairment) of ability to perform an
activity in the manner or within the range considered norma for a human being.” Impairment is defined
as“any loss or abnormality of psychologica, physiologicd, or anatomica sructure or function.”

The Current Population Survey (CPS) asks people whether they have awork disability (a condition
that limits the kind or amount of work they can do) or a severe work disability (a condition preventing
them from working at dl). According to this definition, 17.2 million people, or 9.9 percent of the 1998
working-age U.S. population (16-64 years old) had a disability that prevented or limited work.#

In 1994, approximately 7.4 million Americans used Assgtive Technology Devices (ATDs) to accom-
modate mohbility imparments?

The percent of non-indtitutiondized persons reporting disability increases with age for every leve of
disability severity. In 1991, the tota proportion of disabled was nearly twice as high anong women as
among men within each age group. Approximately 15 percent of women 45 to 64 years of age
reported some disability. This proportion increased to 24 percent and 41 percent for women aged 65
to 74 and 75 years of age and over, respectively.

Disability in lowa

In 1999, 18.3 percent responded “yes’ to being limited in any way in activitiesdueto an im-
pairment or health problem Femaeswere more likely to report being limited in their activities
(18.9 percent) than male respondents (17.5 percent) and those age 65 and older were more likely to
report being limited in their activities than younger respondents. People with less than a high school
education (25.3 percent) and incomes less than $15,000 (33.9 percent) aso reported in higher
percentages.
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Self-Reported Limitations Dueto an Impairment or Health Problem
by Income, 1999
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Thetypes of major impairment or health problem most commonly listed by people who are
limited in activities were back and neck problems (19.3 percent), arthritis or rheumatism

(13.6 percent), fractures and/or bone or joint injuries (14.0 percent), lung or breathing problems
(20.5 percent), and heart problems (7.0 percent). Rates of arthritisor rheumatism were higher for
women (17.4 percent) than men (8.7 percent) and for those who were age 65 and older (21.6 per-
cent) than younger respondents.  Fractures and/or bone or joint injuries were more prevaent in men
(17.1 percent) than women (11.5 percent).

Of personslimited in their activities, 6.9 percent reported needing the help of otherswith their
personal care needs. Females (8.1 percent) were more likely than males (5.4 percent) to report
needing assistance. Those individuas between the ages of 35 and 44 years were more likely to need
assistance than al other age groups (9.0 percent). Respondents with incomes less than $15,000 were
mogt likely to need help than other respondents (11.0%). A greater proportion of respondents
needed the help of othersin handling their routine needs (24.1 percent). This need increased with
age (ages 65+ = 30.0 percent).

lowans Who Are Limited Due to an Impairment or
Health Problem Who Reported Needing Help From
Others For Routine Needs by Age, 1999
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When asked on how many of the past 30 days pain made it hard for them to do thelr usud activities,
29.3 percent of people reported at least one day in the past 30 days. Of these, 29.3 percent said one
to two days, 20.1 percent said three to seven days, 7.3 percent said eight to fourteen days, and 28.1
percent indicated fifteen to thirty days.

Fifty percent of people aso reported feeling sad, blue, or depressed on at least one day of the past
30 days. A total of 43.5 percent of people were sad, blue, or depressed for one to two days. For
27.0 percent, the feding lasted three to seven days. For 6.2 percent, it lasted for 8 to 14 days, and
for 13.3 percent for 15 to 30 days. Women tended to have more sad, blue, or depressed days than
men.

Within the past 30 days, 64.9 percent reported feeling worried, tense, or anxious for at least one
day. Of those respondents, 36 percent reported these feglings one to two days during the past month,
29.9 percent reported three to seven days, 8.2 percent reported eight to fourteen days, and 21.4
percent reported fifteen to thirty days.

Of the respondents asked how many days they felt they did not get enough rest or sleep, 70
percent reported not getting enough on at least one day of the past 30. More femaes tended to fedl
they did not get enough rest or degp than males. The number of days without enough rest increased
with educationd level and decreased steadily with age.

The proportion of people who said they felt very healthy and full of energy for 15 to 30 days
during the past 30 days was 71.2 percent. People of older age, those with less education, and per-
sons with lower incomes were mogt likely to report feding very hedthy and full of energy for none of
the past 30 days.
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ASTHMA

Background

Asthma, a chronic inflammeatory airway disease of the lungs, is now the most common chronic
disease of childhood. Prevaence among adults and children has doubled in the last 15 years, with
more than 200,000 |owans experiencing &t least one asthmatic episode in the last year. Symptoms of
asthmainclude repeated episodes of wheezing, coughing, and/or shortness of breeth.

In lowa, asthmais aleading cause of hospita admission, unscheduled emergency department visits,
and physcian-office vidts. The direct medica cogts of asthma, including inpatient and outpatient care
and medications, are estimated to be about $60 million and indirect socio-economic costs are close
to $40 million each year. Based on national data, it is estimated that about 100,000 days of school
are missed by lowa children each year due to asshmaand haf of dl children and a quarter of dl
adults with athmamiss a least one day of school or work each year.

The causes of asthma are not known for certain but are most likely a combination of genetic and
environmentd factors. Those risk factorsinclude family history of asthma and dlergies, exposure to
indoor ar pollution (tobacco smoke, anima dander, dust mites, cockroaches, occupationa expo-
sures to more than 250 substances), outdoor air pollution (burning leaves, pollen, ar pollutants),
obesity and lack of exercise. Diet and early exposure to certain infectious agents may provide some
protection. People who develop asthma often become especidly sensitive to any exposuresto the
environmenta risk factors.

Ashmain lowa

In 1999, 11.3 percent of respondents reported ever being diagnosed with asthma. Among
these, 65.9 percent currently had asthma, including a greater proportion of females (71.7 percent)
than males (58.3 percent).

Per centage of |owansWho Reported Ever or Currently Having
Ashmaby Gender, 1999
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The highest percentage of respondents who currently have asthma were between the ages of 55 and
64, followed by people between ages 25 and 34. The lowest percentage was observed in respon-
dents between ages 35 and 44.
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Of lowans Who Reported Ever Having Asthma, Percentage
Who Currently Have Asthma by Age, 1999
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People reporting lower incomes were a higher proportion of respondents who currently have asthma.
Eighty percent of those with an income of $15,000 or less have asthma compared to 50.7 percent of
respondents with an income of $75,000 or more.

Of lowans Who Reported Ever Having Asthma, Percentage
Who Currently Have Asthma by Income, 1999
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People reporting less than a high school education were the greatest number of respondents who
currently have asthma. Approximately 85.7 percent of those with less than a high school degree
currently have asthma compared to 65.2 percent of high school graduates, 60.5 percent with some
college or technica school, and 63.8 percent of college graduates.

Of lowans Who Reported Ever Having Asthma, Percentage
Who Currently Have Asthma by Education, 1999
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